EDITORIALS

Heading in soccer — time for a rethink?

Recently, an ex-professional soccer player appealed to a ben- The available evidence is equivocal, although the latest
efits tribunal in Scotland on the grounds that his pre-senile studies do infer a potential for chronic insult.
dementia was caused by heading old-style leather footballs. Intuitively, one would anticipate a degree of minor brain
Although he lost his claim, and footballs are now lighter, this  trauma. (Try heading a ball back to a colleague who has
case opens up an important debate. kicked it to you from 50 yards away!)

It has been estimated that there are over a million regular L . . . .
soccer players in the United Kingdom alone. A survey in 198 Despite insurmountable evidence of the risks associated with

found that 6% of persons aged 16 years and over had participatB@*ind. the sport has not changed, and it is unlikely that heading
in the sport in the four-week period prior to interview. would ever be banned from football. However, in view of the

There is also an extensive literature demonstrating that thBenetration of the sport at all levels, a compromise solution may
repeated trauma associated with boxing leads to irreversible braftff acceptable: heading should only be allowed in the penalty
damage. These are caused by subtle changes due to repetith€a- Th|§ would gllmmate_the trauma from long directly returned
impacts of the cerebral cortex on the skull and deep-runnin§@lls, which are likely to induce most damage and could even
white matter, that lead to progressive intellectual decline. improve the quality of the mid-field game. _

However, in football the situation is less clear. In view of the 1Nnere can be few global health proposals that cost nothing, are
huge numbers of those active in the sport across the world, ev€qSY 0 implement, and have the potential to confer benefit on
slight cognitive dysfunction could have significant public healthSuch a large number of people. The football authorities must act
consequences. Although the risk of acute head injury is well re¢10W-
ognized? is there any evidence that there is chronic repeated

minor head injury sustained due to heading of the football is of D P KErNICK
clinical significance? General practitioner and medical officer to Exeter City
A study monitoring electroencephalograph (EEG) activity Football Club

after header training was unable to show any acute changes,
although the authors could not exclude a risk of possible long-
term damagé.n a United States study of soccer players and elit eferences

track athletes, no differences were found on magnetic resonancé Sports CouncilSport in the community: a strategy for sport
imaging (MRI) examinatiori,and a comparison of amateur kl(l)(?r?izghsl?pgti/lggi%gfg{n%jgggbIic health aspects of boxIAjIA
boxers and soccer players found no differences in computerizeg' 1986:255: 2475-2480.

tomography, MRI, or neurophysiological te$tdowever, signif- 3. Lindsay KW, McLatchie G, Jennett B. Serious head injury in sport.

icant changes were found in EEG, computerized tomography, =~ BMJ1980,281:789-791. o
. . . . " : 4. Kross R, Ohler K, Barolin GS. Effect of heading in soccer on the
and neurophysiological impairment in active and former profes- = o34". 3 quantifying EEG study of soccer playEEG-EMG

sional Norwegian playersin the most recent study, Adtfound Zeitschrift fur Elektroenzephalographie Elektromyographie und
that amateur soccer players had a higher incidence of white Verwandte Gebiet#983;14(4): 209-212. ) )
matter foci — changes correlated with subtle cognitive dysfunc-°- Jordan SEv.Gaee” GA, G"?"amly Hdtal Acute alnd chronic brain
tion — than controls or American football players, and con- m’:é)iénggg'f&):sstgfs national team soccer playéns.J Sports
cluded that these changes were the result of minor brain trauma. Haglund Y, Eriksson E. Does amateur boxing lead to chronic brain
sustained during the game. damage: A review of some recent investigatiém.J Sports Med

i 2 1993;21(1): 97-109.
What can be drawn from this background 7. Tysvaer AT. Head and neck injuries in soccer. Impact of minor

* Heading is an important part of the game of football and t,&?lltjtrin'li'issr;giﬁgsyi%t??ﬁ;lée(ﬂsgagaoglgfain lesions in players of
?k:feeéso;nmlgft)r?rtam dimension of play, particularly around = . sports.ancet1997;349: 1144,
e Owing to the large number of players worldwide, even small
deleterious changes could have significant public healtf\ddress for correspondence
consequences. Dr D P Kernick, St Thomas Medical Group Research Unit, Cowick Street,
« Rigorous evidence will be difficult to obtain in this area, Exeter EX4 1HJ.
which is often characterized by dependence on surrogate
outcome measures.

Valuing ethnic diversity in primary care

AT a recent primary care group (PCG) meeting, the board wascts does not determine whether there is effective access to
informed that there was little evidence of poor access t@ppropriate care. It is unclear to what extent higher GP consulta-
primary care by minority ethnic communities. At first glance,tions may reflect greater ill health and social disadvantage or

many in primary care might agree. Most minority ethnic groupamany other potential factors, such as communication within, or

consult general practitioners (GPs) more frequently than theoorer outcomes from, consultations.

majority population-? However, simply counting service con-  What is clear is the growing evidence of health need. For
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example, some ethnic groups experience greater morbidity arahce for promoting small group interactive learning about
mortality from certain common diseases such as cardiovasculaulture, communication, racism, working with interpreters, and
disease and diabeté¥et, compared to the white population, placing the needs of ethnic minorities in context. Although
South Asians with chronic chest pain are less likely to béntended primarily for those training undergraduate medical stu-
referred for exercise testing and wait longer to see a cardiologistents and GP registrars, it should be useful for other PCT
or to have angiography. The barriers do not appear to be a resoiembers. For success, such training must start to become
of patients’ interpretations of symptoms or willingness to seelembedded in the education and accreditation of all health profes-
care. Other factors, related to services and communication witsionals.
health professionals, need to be considéred. These are crucial first steps. Overlooking them, and thus
There is limited research suggesting that the quality of primarjailing to address our own awareness and attitudes, may explain
care of minority groups might be poorer than the majority popuwhy important initiatives such as ethnic monitoring have fal-
lation! More powerful testimony comes from patients them-tered. There are now effective models that can help PCTs collect
selves>® Communication is highlighted repeatedly. Describing €ssential data about their patients’ ethnicity, language, and
their unsatisfactory experiences of consultations, patients frofulture!* This information must then be used to plan and
ethnic minorities emphasize the importance of being given timémprove the quality of care through audit. One priority is the
being taken seriously, and of being examined. They want to b@evelopment and dissemination of appropriate material to help
listened to and to be given appropriate explanation. Such expect&form patients about health issues and community health ser-
tions are true for everyone. However, ethnic minorities may als¥ices. Linkworkers and advocates are also becoming more
experience negative or racist attitudes from professionals or fin¢idely available as colleagues who can work with PCTs and
them insensitive to cultural issu@Racism impacts upon health Others in responding appropriately to patients’ nééds.
in a variety of way$,and negative stereotyping of people from In the wider context, primary care for many patients from
ethnic minorities by health professionals has been highlidifted. €thnic minorities reflects the general demands of care for all
Absence of a shared language presents further challengei@cioeconomically disadvantaged communities. PCTs need tar-
Significant proportions of minority ethnic patients do not share &J€ted support and resources in these circumstances. The immi-
language with their GPAmong those reporting language diffi- Nent retirement of a cohort of doctors from minority ethnic back-
culties, most use a friend or relative to translate, but many stirounds who have sustained general practice in many inner-city
feel that their GP has not understood tHehithough good non- ~ &réas adds greater urgency. PCG-led decision-making now offers

verbal communication is helpful and important, this is no substil

important opportunities to begin addressing these issues and to

tute for accurate interpretation. Unfortunately, opportunities tgtdvance service development that is responsive to local commu-
consult a bilingual primary care professional vary, and less tha
10% of patients have experience of a professional interpret
during consultations.

What can be done? Primary care teams (PCTs) can start gz
ensuring they work with professional interpreters and by makin
their patients aware that such help is available. Trained inter-

preters tend to be underused. Professionals may need to recog-

nize that allowing friends or family to interpret for patients is
usually unsatisfactory. They may also need to learn the skills to
work effectively with trained interpreters. Where provision of

Rities’ needs? The immense diversity of our patients is an

sential part of what makes working in primary care more chal-
enging, but also more vital and interesting. If we can learn to
lue this diversity then we will bring mutual benefits for our
tients and ourselves.

JOE KAl

Department of Primary Care and General Practice,
University of Birmingham

interpreting services is patchy, PCGs can influence furtheRaferences

investment in their development and evaluation. For many PCTs
the recruitment of bilingual team members from ethnic commu-
nities may have a significant impact. 2.
But achieving effective communication means more than
negotiating language barriers. Our attitudes, and our awareness
of them, are equally important. We need to value diversity as an
integral part of our consultation skifl¥This means responding 4.
to each patient as an individual and to variations in patients’
culture in its broadest sense. As with the majority population, 5.
professionals must acknowledge the cultural context in which
health and iliness are expressed. For example, any patient, black
or white, will have a particular ethnicity, education, socioeco-
nomic background, set of health beliefs, and experiences. Iry,
responding to this diversity, we need a heightened awareness of,
and sensitivity to, stereotyping, prejudice, and raésm. 8
Training in valuing diversity requires care. It may challenge
attitudes and suggest fundamental change within professionals
themselves. It is important not to underestimate the strong dis2-
comfort that may be generated. This field is relatively new to,
health professional education in the United Kingdom. The Royal
College of General Practitioners has taken a lead in commissiodi.
ing a new resource that aims to help introduce valuing ethnic
diversity into health education. The training pack and video arg,.
launched this mont®.They offer practical suggestions and guid-

1.

172

Rudat KBlack and minority ethnic groups in England: health and
lifestyles London: Health Education Authority, 1994.

Nazroo JThe health of Britain’s ethnic minorities. Findings from a
national surveylLondon: Policy Studies Institute, 1997.

Wild S, McKeigue P. Cross sectional analysis of mortality by
country of birth in England and Wales, 1970-198RI1J 1997;314:
705-710.

Chaturvedi N, Rai H, Ben-Schlomo Y. Lay diagnosis and health care
seeking behaviour for chest pain in South Asians and Europeans.
Lancet1997;350: 1578-1583.

Fassil JPrimary health care for black and minority ethnic people: a
consumer perspectiveeeds: NHS Ethnic Health Unit, 1996.

Yee L.Breaking barriers: towards culturally competent general
practice. A consultation project for the Royal College of General
Practitioners Inner City Task Forcéondon: RCGP, 1997.

Parker H. Beyond ethnic categories: why racism should be a variable
in ethnicity and health researchHealth Serv Res Polid@97;2:
256-259.

Bowler I. “They’re not the same as us”: midwives’ stereotypes of
South Asian descent maternity patie@sciol Health llines§993;
15(2):157-178.

Ahmad W, Baker M, Kernohan E. General practitioners’ perceptions
of Asian and non-Asian patientsam Pract1991;8(1): 52-56.

Kai J (ed.)Valuing diversity: a resource for effective health care of

' ethnically diverse communitiesondon: RCGP, 1999.

Silvera M, Kapasi Rmplementation strategy for the collection and
use of ethnicity information in general practi¢®ndon: Primary
Care Ethnicity Project, Brent and Harrow Health Authority, 1998.
Levenson R, Gillam &ink workers in primary care_ondon: Kings
Fund, 1998.

British Journal of General Practice, March 1999



Editorials

13. Kai J, Hedges C. Minority ethnic community participation in needs
assessment and service development in primary care: perceptions of
Pakistani and Bangladeshi people about psychological distress.
Health Expecfin press].

Address for correspondence

Dr Joe Kai, Department of Primary Care and General Practice, The
Medical School, University of Birmingham, Edgbaston, Birmingham B15
2TT.

British Journal of General Practice, March 1999

173



